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Welcome to Pathways to Wellness.  Please complete the following form in detail.  All information on this form is 
confidential and will be seen only by our staff unless you give written authorization to release information.  
 
First Name: ____________________ MI:_____ Last Name:_______________________________ Date _________ 
 
Address ______________________________________________________________________________________ 

 
City:  _____________________________________________  State: ________          Zip: ____________________ 
 
Phone: day  __________________________     Eve ________________________   Cell:____________________ 
 

We typically confirm treatment appointments by phone a day in advance. 
 

What is your preferred phone number for confirmation calls? (circle one)  Day / Eve / Cell        
 

In order to assign you a confidential client code, please fill in the following: 
 
                     ___  ___  ___                           ___/___/___                ____ - ____ -____ - ____ 
First 3 letters of your mother’s FIRST name         Date of Birth       Last 4 digits of your Social Security # 
 
We will never sell or transfer your information to third parties. We would like to send you our newsletter or 
information by email. May we?  (  ) Yes (  )  No   May we by mail?  (  )  Yes       (  )  No 
 
Email: ______________________________________________________________________________________                             
 
Gender:     O Male        O Female      O Transgender   O Intersex      
 
Emergency Contact:____________________________________   Contact Phone: __________________________  
 
Primary Physician:______________________________________ Physician’s Phone: _______________________ 
 
Hospital Affiliation: __________________________ _________________________________________________ 
 
Please select ALL that apply (you MUST select at least one) 
O White   O African-American/Black O Asian            O Native Hawaiian/Pacific Islander   
O American Indian/Alaskan native  O Unknown/unreported 
In addition to your choice above, you may select additional groups below: 
O  African  O Haitian  O Cape Verdean    O Portuguese     O Brazilian 
  
Ethnicity: Required in this format by our state and federal funds providers 
Do you have Latino ancestry     O No   O Yes    Specify: ___________  O Unknown 
 
Referral Information:  Please Check One And Identify 
 
O  Health care provider __________________________       O Advertisement: Where? _____________________ 
 

O  Insurance provider ___________________________           O Saw Article: Where? _______________________ 
 

O  Saw presentation: Where? _____________________       O  Friend ______________________________ 
 

O   Internet: Search Engine _______________________       O Other Website: ____________________________ 
 

O   Event: Which One? _________________________        O  Other_______________________________  
 
If you would like us to know how you identify: 
O  Gay/MSM O Straight  O Transgender  O Lesbian/WSW       O Bisexual          O Questioning 
 

We rely upon referrals from satisfied customers.  As thanks for your referrals, 
you will receive a discount of 15% off your next visit. 
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CURRENT HEALTH 

 

What are the main symptoms/problems you seek treatment for, and how long have you had them? 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 
Diagnoses you’ve been given by physicians: ________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 
In the past 12 months have you required? 

Hospitalization?    O Yes    O No     # Days________  For ______________________________ 

 Visits to the Emergency Room?  O  Yes   O No     # Visits ______ For _____________________ 

Home care services?  O Yes   O No   If yes, please describe______________________________ 
 

Please list any previous surgeries, hospitalizations, and serious illnesses with dates: 
_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 
 

 

WESTERN MEDICAL DIAGNOSIS 

Please check off any Western Diagnosis you have now or have had in the past: 

O Diabetes   O Stroke/heart attack  O Multiple sclerosis 

O Epilepsy/ seizures                 O Pacemaker    O Allergies to metal        

O Arthritis                        O Fibromyalgia                O Chronic fatigue syndrome       
O Cancer:  what type ______________________________       O Other:____________________________ 

O mental health issues:  what type ________________________________________________________________   
 
O HIV/AIDS   O  Hepatitis B    O  Hepatitis C  O  TB 

 
O Allergies:  what drugs or substances (plant, animal, environmental)_____________________________________ 
__________________________________________________________________ 
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DIAGNOSTIC QUESTIONS 

 
Please indicate all symptoms below that you have experienced within the past 30 days.    
Please circle according to the severity of your symptoms 

L=Light     M=Medium      S=Strong 
If you do not have the symptom, do not circle anything. 

 
HEAD, EYES, EARS, NOSE, THROAT 
L  M  S  sinus problems   L  M  S  nose bleeds  L  M  S  dry mouth  

L  M  S  difficulty swallowing  L  M  S  sore throat/mouth     L  M  S  thrush/leukoplakia 

L  M  S  headaches   L  M  S  dental/gum  L  M  S  thirst  

L  M  S  ear/hearing problems  L  M  S  vision problems  L  M  S  dizziness  

L  M  S  sneezing/runny nose  L  M  S  other (specify)__________________________  
 

RESPIRATORY 
L  M  S  shortness of breath  L  M  S   pain w/deep breath L  M  S  phlegm   

L  M  S  blood in sputum   L  M  S   wheezing     L  M  S  cough  

L  M  S  bronchitis    L  M  S  frequent colds  L  M  S  chest pain 

L  M  S  other (specify)_________________________  
 

GASTROINTESTINAL 
L  M  S  loss of appetite   L  M  S  abdominal cramps L  M  S   nausea 

L  M  S  gas/bloating   L  M  S  constipation    L  M  S  diarrhea  

L  M  S  weight loss   L  M  S  hemorrhoids    L  M  S  vomiting  

L  M  S  heartburn   L  M  S  other, specify: ____________________ 

L  M  S  jaundice 
 

CARDIOVASCULAR 

L  M  S  low blood pressure  L  M  S  high blood pressure L  M  S  palpitations 
 

GENITO-URINARY 

L  M  S  frequent urination   L  M  S  night urination  L  M  S  impotence 

L  M  S  low sex drive   L  M  S  pain   L  M  S  edema 

L  M  S  genital sores   L  M  S  genital warts      

L  M  S  other, specify________________________ 
 

MUSCULAR/SKELETAL 

L  M  S  muscle/joint pain L  M  S  back pain L  M  S  weakness 

L  M  S  pain, tingling or numbness in arms, legs, fingers, toes/ neuropathy 

L  M  S stiff neck/shoulders   L  M  S  other, specify ________________ 
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NEUROLOGICAL/PSYCHOLOGICAL 

L  M  S  depression L  M  S  anxiety L  M  S  fear 

L  M  S  irritability/anger   L  M  S  disorientation  L  M  S  forgetfulness 

L  M  S  tremors    L  M  S  insomnia  L  M  S  seizures 

L  M  S  poor concentration      L  M  S  bipolar          

L  M  S  other, specify   _________________________ 
 

SKIN/HAIR/NAILS 

L  M  S  itchy/painful rashes  L  M  S  fungus   L  M  S  shingles 

L  M  S  psoriasis/eczema   L  M  S  mole changes  L  M  S  cold sores 

L  M  S  new KS    L  M  S  hair loss   L  M  S  acne 

L  M  S  bleed/bruise easily  L  M  S  other ____________________ 
 

OTHER SYMPTOMS 

L  M  S  fever over 100   L  M  S  night sweats  L  M  S  fatigue 

L  M  S  swollen lymph nodes  L  M  S  chills   L  M  S  day sweats 

L M S   glucose intolerance  L M S    lipodystrophy/ fat redistribution 

L M S   other________________________________________________________________ 

 

 

GYNECOLOGICAL/OBSTETRICS 

L  M  S yeast infections   L  M  S  menstrual cramps  L  M  S  clots 

L  M  S  pelvic infections   L  M  S  spotting   L  M  S  PMS 

L  M  S  mid-cycle pain   L  M  S  irregular periods  L  M  S  no periods 

L  M  S  vaginal discharge   L  M  S  vaginal pain/itching L  M  S hot flashes 

L   M   S   Other ________________________________________________________  

Menstrual Info: ____ days bleeding   ____ day cycle     date last period ___________   

Do you take Hormone Replacement Therapy?  O Yes     O No  

Are you pregnant?       O Yes     O No     O Unknown 

Please alert your practitioner if you become pregnant.  Your treatment will be modified to support a healthy 

pregnancy. 

Are you in menopause?    O Yes      O No      O Unknown 

How many pregnancies have you had?   ______   Cesareans?  _______ 

Date last pap smear ________________      NORMAL         ABNORMAL 

Last breast exam _________________        NORMAL         ABNORMAL 
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WESTERN MEDICATIONS 

Please list below all of the medications/supplements/herbs you take: 
O I do not take any Western medications, supplements or herbs.  

Medication/Supplement/Herb Used to treat   Side-Effects Experienced  

 
1._______________________________________________________________ 
2._______________________________________________________________ 
3._______________________________________________________________ 
4._______________________________________________________________ 
5._______________________________________________________________ 
6._______________________________________________________________ 
7._______________________________________________________________ 
8._______________________________________________________________ 
9._______________________________________________________________ 
10.______________________________________________________________ 
11.______________________________________________________________ 
12._____________________________________________________________ 

 

Adherence Level:  Overall in the past month, have you taken your prescribed medications: 
O  Almost never     O Less than 50% of the time     O 50% of the time      O Routinely         O Unknown 
 

Client Signature:___________________________________ Date:______________________ 
 

 

 

 

ADMINISTRATIVE USE ONLY 

Referrals needed for:_________________________________________________________ 

Referrals made to:___________________________________________________________ 

Misc:_____________________________________________________________________ 

__________________________________________________________________________ 

Reviewing Acupuncturist: ______________________Print Name: ___________________ 

Date:_____________________________________________________________________ 

Weight:_______________ ____________________________________________________  

         TREATING PRACTITIONER SHOULD GENERATE TREATMENT PLAN 


